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The findings and conclusions of any investigation /mm - / ' / 20 #
by the Health Division shall not be construed as AT | eri f "y 5
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be needeol F B/ /'lﬁStLe,‘IL %
avaiiable to any party under applicable federal, \ (
state, or local laws. M ¢ "7 / 0:7 ee #‘E s
This Statement of Deficiencies was generated as /@/Lck WWC CAgefcr s
a result of an annual State Licensure survey : / '
conducted in your facility on May 5, 2009. This meu / ed 37 / 09, sec
State Licensure survey was conducted by the
authority of NRS 449.150, Powers of the Heaith aM”“’ nt )//ar/ STATE
Division. AD g,w&i /)1 M ; F A / Aos b
The facility is licensed for six Residential Facility S pen D(«t'- .
for Group beds for elderly and disabled persons, / {} 1'7 / Wz fU Z‘{ b}/
Category Il residents. The census at the time of D(Lf , g’i§ p Y
the survey was four. Four resident files were / /Q W f 13/
reviewed and three employee files were o / ¢
reviewed. One discharged resident file was . ) JZS/}’ / 0 wé&é‘f
reviewed. The facility received a grade of A. ‘fo come fh
Y 105{ 449.200(1)(f) Personne! File - Background vios [ W/ Lo b “{f’ 7l° %7[9‘7, af:
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NAC 449.200 | f / M/% 7 /e wrlf
1. Except as otherwise provided in subsection 2, !O e {,(,/9 ddffég& a0 VY M é#
a separate personnel file must be kept for each /
member of the staff of a facility and must include: - o i ‘ ,
(f) Evidence of compliance with NRS 449.176 to ALt s %a“ﬁ V wy /] moemy /afv
449,185, inclusive. Lo /@(4 Qe .
]
This RULE: is not met as evidenced by: —J, / (p / f)cf
Based on record review on 5/5/09, the facility
failed to ensure 1 of 3 caregivers met
background check requirements (Employee #3).
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Y 105 | Continued From Page 1 Y 105
This was a repeat deficiency from the 7/3/08
State Licensure survey.
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1. The administrator of a residential facility may - y o
submit to the Division a written request for L0y Y U (}01{, ms ¢
permission to admit or retain a resident who is — /
prohibited from being admitted to a residential C ’7{8 %7’(,& e P‘x for{he/S
facility or remaining as a resident of the facility
pursuant to NAC 449.271 to 449.2734 , s afed o soewmenie A Pedﬁcéi
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This RULE: is not .met as evidenced ‘by. L o C@ e QWW ) f” by
Based on observation and record review on o
5/5/09, the facility failed to request a hospice M L{, AL -
waiver for 1 of 4 residents (Resident #4). /’
Severity: 2 Scope: 1
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Y 859 | 449.274(5) Periodic Physical examination of a Y 859
s5=p| resident
NAC 449.274
5. Before admission and each year after
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STATE FORM

021199

4AIS11

If continuation sheet 2 of 4



05/05/2009

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NVS§2787AGC

RE

C EdaidBiz009

PRINTED:
FORM APPROVED
{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

NAC 4492742

7. If a resident refuses, or otherwise misses, and
administration of medication, a physician must
be notified within 12 hours after the dose is
refused or missed.

This RULE: is not met as evidenced by:

Based on interview and record review, the facility
failed to ensure the physician was notified for
missed medications for 1 of 4 residents
((Resident #4).
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If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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3. Medication, including, without limitation, any
over-the-counter medication or dietary
supplement, must be:

(b} Kept in its original container until it is
administered.

This RULE: is not met as evidenced by:

Based on observation on 5/5/09, the facility failed
to keep medications belonging to 4 of 4 residents
in their original container (Resident #1, #2, #3
and #4).
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If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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